How To Do It
Start in private practice ANTHONY E YOUNG I suspect that most senior registrars are appointed to consultant posts in the National Health Service with only the sketchiest of notions about private practice. This may be an encouraging reflection on their commitment to the principles of the NHS but it leaves them unprepared for private practice, and the best advice I can give for the newly appointed consultant wishing to enter this is that he should find an approachable senior colleague and unashamedly ask for advice about the practicalities and local arrangements. I was fortunate enough to have colleagues who gave me this advice unbidden, but for those of you too shy to make that approach the following broad observations are made. They are based on experiences in surgical practice in London and I accept that they may not be relevant to the practice of venereology in Wick or anaesthesia in Penzance.
Why private practice?
From the patient's point of view private practice entails the buying ofa consultant's time. In addition the patient is expecting to buy comfort and convenience. Sadly, many patients believe that they can buy a "better" consultant opinion or a more effective operation privately and though I would like to believe that there is no difference in the opinions and skills available in the two different settings, I must ruefully admit that the current fraught and constricted practice in the NHS may mean that better medicine is indeed available in the private sector, even when the same doctor is concerned.
Overall the time factor is probably the most important, and after a few relaxed half to one 
Money
We are all spoilt by being brought up in the NHS with a regular salary and hardly a care in the world about the money we spend on our patients. For this reason the financial side of private practice brings surprises for the newcomer.
The nice surprise is ofcourse the extra income that it brings. The other surprise is the sudden awareness of how much everything costs. You see the bills for the bed and the blood tests, and if the patient is uninsured you must quickly develop a lean view of what is really essential for his care. Those few extra days in hospital can set him back £1000; the computed tomography done to document the lesion that you are not going to treat, £300; the frozen section done so that the nature of the lump will be known tonight not tomorrow, £250. Now try pricing unnecessary parenteral nutrition, fancy drugs, the endoscopies to watch an ulcer healing, and you quickly realise how prodigal the health service can be. The uninsured or underinsured patient brings with him a lot of anxieties about the cost of his care and it is important to spell out very carefully for such people the possible costs that they are or may be committing themselves to; indeed they may need to be persuaded back into the arms of the NHS. This is allowed. Patients may change horses in midstream, but only once in any particular episode of illness.
Patients very rarely ask how much their treatment will cost, and the doctor is honour bound to have done those sums even if the patient doesn't ask. One colleague ofmine produces written estimates like a builder. That is no bad thing, and incidentally one does not need to add VAT: doctors are exempt.
The financial side of private practice requires two things. The first is accurate and tidy book keeping; the second is an accountant. The new consultant who thinks he can manage his own accounts will, unless he takes an unhealthy pleasure in figures, find himself quickly out of his depth in the murkier corners of self employed income tax, schedule 4 National Insurance exemption, and rolled -BRITISH MEDICAL JOURNAL VOLUME 295 5 SEPTEMBER 1987 595 over capital gains tax. I doubt if many accountants inject their own haemorrhoids and likewise I would advise you not to attempt your own accounts. It is worth talking to your accountant well before the first tax demand appears as a certain amount of forward planning is needed. You may for instance need to set the end ofyour accounting year at the end of April, allowing an extra year's breathing space before the first tax is due. To someone brought up on PAYE the need to write cheques for the Inland Revenue on fees long since spent may come as an embarrassment. Thus from the start it is prudent to set aside, say, 25% of your private earnings in anticipation of a juicy tax demand. Although schedule D is more generous with allowances than the schedule E of PAYE, the costs of setting up in practice are by no means all tax deductible, so don't rush out and buy a new car.
New consultants may be anxious about what fees they should charge patients. This need not be a source of anxiety as in each geographical area there are fairly standard fees for new and for follow up consultations and the insurance companies issue lists categorising operations into minor, intermediate, major, and major plus types. In addition they settle the amount that they will reimburse for an operation in any category. There are ill concealed murmurs of dissatisfaction about the levels of these fees and their unbalanced nature favouring certain specialties. Nevertheless, insured patients reasonably expect to be charged what the insurance company specifies, and if you intend to-charge more than that you ought to tell the patient in advance.
Conclusion
However small it might be, most people find private practice is instructive, stimulating, and rewarding-so much so that its enticements may be considerable-and it will thus do no harm to conclude with a warning about abuses of private practice that can too easily be slipped into. These include overtreating, overcharging, and overvaluing your own skills so that you are tempted to treat in private practice those conditions that you would refer to your colleague in the context of the health service. Lastly, remember to be punctilious about your commitments in the NHS. Don't let an enthusiasm for private practice nibble into your NHS time. Your junior staff may not get any formal education in private practice but watching you will be their informal education and it should be correct. Intracavernosal injections ofpapaverine or papaverine and phentolamine are both diagnostic and therapeutic' 9: diagnostic because the failure to achieve an erection when arterial inflow is normal suggests venous leakage, and therapeutic because patients with psychogenic impotence often regain spontaneous erections."I Most of these patients or their partners can be easily taught to administer the injection, allowing the time of the erection to be varied to suit them and their partners.'0
We report the results of treatment of 125 men with impotence of various aetiologies who practised self injection.
Patients and methods
Altogether 181 men who were referred to the male sexual dysfunction clinic underwent a full clinical history and examination. Their penile brachial index was determined using a 10 mHz Doppler probe as a measure of arterial inflow," and liver function tests were performed and blood glucose and plasma lipid concentrations measured. Serum testosterone and prolactin concentrations were also measured.
Patients who show a poor erectile response to intracavernosal papaverine and phentolamine and have a penile brachial index of >0 7 have venous leaks (unpublished results). Sixteen such patients were excluded from this study, as were three patients with abnormal results from liver function tests and 17 whose potency returned after their first pharmacologically induced penile erection. Ofthe remaining 145 patients, 125 aged from 27 to 79 (mean 49) entered the autoinjection programme; 109 had regular partners. Sixty two patients had diabetes mellitus, of whom 46 were insulin dependent. Of these 62, 18 had either a peripheral or an autonoopic neuropathy, and 21
had an abnormally low penile brachial index of <0-6. No vascular or neurological abnormality was found in the remaining 23. A penile arteriopathy was suggested in a further 25 non-diabetic patients who had a penile brachial index of <0-6. Fourteen patients had neurogenic impotence: four as the result of spinal cord injuries and three after pelvic surgery, six had multiple sclerosis, and one had Guillain-Barre syndrome. In the remaining
